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7”7~ VERMONT
AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING

Division of Licensing and Protection
103 South Main Street, Ladd Hali
Waterbury, VT 05671-2306
http://www.dail.vermont.gov

Voice/TTY (802) 241-2345

To Report Adult Abuse: (800) 564-1612
Fax (802) 241-2358

December 2, 2011

Ms. Paula Patorti, Administrator

Our House Outback

196 Mussey Street

Rutland, VT 05701 Provider #: 0593

Dear Ms. Patorti:

Enclosed is a copy of your acceptable plans of correction for the survey and complaint
investigation conducted on June 2, 2011. Please post this document in a prominent place in
your facility. : :

We may follow-up to verify that substantial compliance has been achieved and maintained. If
we find that your facility has failed to achieve or maintain substantial compliance, remedies
may be imposed.

Sincerely,

) Lo 1)

Pamela M. Cota, RN
Licensing Chief

PC:ne
Enclosure
Disability and Aging Services Blind and Visually Impaired

Licensing and Protection Vocational Rehabilitation


http://www.dail.vermont.gov

RECEIVED

. Division of
S AUG 2T 1 PRINTED: 06/27/2011
FORM APPROVED
Division of Licensing and Protection Licensing and _
Frotection
STATEMENT OF DEF|C|ENC'ES (X1) PROVlDER/SUPPUER/CL[A (xz) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING C
B. WING
0593 06/02/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
196 MUSSEY STREET
OUR HOUSE OUTBACK RUTLAND, VT 05701
(X4 1D | SUMMARY STATEMENT OF DEFICIENCIES ; iD ' PROVIDER'S PLAN OF CORRECTION ! (X5)
PREFIX | . {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE ~ COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE : DATE
DEFICIENCY}
R100i Initial Comments; | R100

An unannounced onsite re-licensing survey and
' complaint investigation were initiated by the

| - Division of Licensing and Protection on
5/12-5/13/11, and completed on 6/2/11 after
further offsite investigation. Findings include:

A - T
R126: V. RESIDENT CARE AND HOME SERVICES R126 [The owners and managemen
$8=G; Jeam aX Oufc ftouse Outbacic

_'_w fe u(‘g_-\—,oé,s;ard'@nw)narée
5.5 General Care o bh goch/ \/en( oeris us‘(\\.‘ i

z 4o
osidents WUk get an enst
g\/a:l wation bb(ﬂ-h‘\a RN u.‘,hene./er;

Here 3 & changé w medical

5.5.a Upon a resident's admission to a
residential care home, necessary services shall

be provided or arranged to meet the resident's ' \ . ov “that
personal, psychosocial, nursing and medical care Status of Yor any 0074
needs. reﬁu-‘ras Such.

| This REQUIREMENT is not met as evidenced
by: , o ‘ .
Based on interview and record review, the home Q126 RN > Quoted Clacheahor of fald
failed to assure the necessary provision services wnladerit, , f
to meet each resident's nursing and medical care " . (ol 1 pf#n

- needs by failing to assure a timely physical (c:f ;“:fzf;gg:z%» ﬁjﬁlmég

assessment for 1 applicable resident (Resident et S dont 21i '
#1) in the survey sample. Findings include: [5ulhing 1N Residear /3 beiag

‘ Pushed @gansT The ontl,Hen”

1 Per record review on 5/12/11, Resident #1 She sid down 'H“*_ wndl. Sratr 5
sustained a fracture as a result of a physical prted She had A it Aer Leoacd and
altercation with Resident #2 on 4/6/11. londed on her Left sde . SiafF
Immediately following this observed incident, the AN kd i g Two stafF members
charge staff notified the RN (Registered Nurse) Bepor FHha She wabd +n/,;:ﬁ

i via telephone of the incident and reported that assessed her aj Q35154

| Resident #1 had fallen to the floor and had a 4e Stand, and they Q322037¢ o

" head injury, prior to obtaining vital signs or her to astanding Po?"l’;f ;’: ,
moving the resident. Staff were advised to help woiked her +o & Chairs ’/': 'jr“
the resident arise, to apply ice to the head and hip StafF +o apply 1ce 40 bump on N4a

area, to monitor for changes, and to call the RN @nd ¢Give e nsi ¢ She C""'P’“.'"ed
back if there were any changes in the resident's o parn of discomferT, 1.a & Aeodache,

— !
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condition.

Per inferview with all steff present at the time of
the Injury and with 1 of 2 night staff, and 1 day

. staff (following morning), Resident #1 was unable
i to bear weight, or watk normatly following this
incident. No staff member called emergency
services. .

A seceond telephone contact was made by charge
staff 3 hours later to the RN, indicating that the
resident was unable to bear weight on the left leg
and was experiencing paln with mobility attempts.
Three staff members caring for Resident #1
indicated that Immediately following the fall,
Residant #1 was unabla to bear weight on the left
iog and that the RN did not arrive to assess the
resident’s injuries following either the first or
second notification. The following moming, the .
RN assessed Resident #1 and initiated an
Emergency Room avaiuation. During interviews
on the momings of 5/12/11 and 6/13/11, tha RN
denled knowledge of pain and lack of mobility by

should have called emergency services prior to
notification of the RN if a serious injury was
suspected.

R12EB V. RESIDENT CARE AND HOME SERVICES
§8=

5.5 General Care

" 65.6.c Each resident's medication, treatment, and
dietary services shall be consistent with the
physician's arders.

the Resident and stated that staff are trained and
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R128 Continued From page 2 R128  |Qesident #4 becomes yery ag tats
_ ) _ with ,Cre ert FOVChin dl)e 76 his
Based on record review and interview, the home 2% disease . YBlocd Pressvres were fate.
failed to assure that physician orders were carried Rf a4 atlewed and recerded on +A€
out for 1 of 4 residents in the survey sample MAR. . ;
(Resident #4). Findings include: - ) |
' An order wtl he obtamed from
1. Per record review on 5/13/11, current -+he p/,.p ctan 1o decresse
physician orders for Resident #4, diagnosed with Feg v encif o FABP mi ni*ﬁn'ﬂa as
- orthostatic hypotension (blood pressure drops Jhobe Aav& been no Mmedicatcen | 7 /,;9 ///
. with rising from lying to sitting to standing) . 1hs
included "BP (blood pressure) QID (four times Changes 11 #fé( mon .
daily) while sitting, standing, lying down after Pe ndmﬁ ) )
meals and at HS (bedtime)". Review of the record o ofders will be mon vlore
did not indicate that this order was being Physicions © RN and the
' completed in each required position at each for @ ‘A S changes grise,
. . . =% . house mahaaif%as R “he §
_required time. During interview that afternoon, the o 218wl Coordmedte orders with 37
Manager confirmed that the blood pressure 'H"" ierén, AL records well be reﬂe;“
readings for this resident were not being E':jni,\ 1y r accuracy and Cempha
completed as ordered. by $ha house manage .
Qg POC aesphed Wzelt C—\M*Mﬁ@\% JMJ
R145/ V., RESIDENT CARE AND HOME SERVICES R145 ‘Rﬁfgé,,r :d’/é assessmen? was Jpadted
SS=E turn from Hhe hospried bar
Upon (2TUin C/l 7 FC” :
. ({4
o7 The Care plan. CEanges o0 "oie.
5.9¢(2) were gen 4o the Staff Verbsily.
Oversee.developm'ent of a writteq pjan of care for Al 5,' mbicant chanqﬂ, wetl be
each resident that is based on abilities and needs (e Jl)eje d on Jhe resrdent @ssessmai
_as identified in the resident assessment. A plan - Lheri
N i and on Hha Care plan a3 €\f
of care must describe the care and services i be
necessary to assist the resident to maintain gecnr. New Care plans w .
independence and well-being; done or at /8437 Jpdated tuith
annual and Status change promplal
This REQUIREMENT is not met as evidenced assessmeﬂ7«‘-
| by: New (#Re plan ferms Aave |
- Based on record review and interview, the RN been adeopted and e ti &, / ! /ﬂ
(Registered Nurse) failed to assure that the plan Start OFilzation o fater
of care for 2 of 4 residents in the survey sample fhan fivgusr 4, Zoss.
(Resident #1 and Resident #4) contained
identification of all care needs and direction to
. staff regarding those assessed needs. Findings
. include:
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R148{ Continued From page 3 R145 :
A ' 1). Gyre ptan has hoen updaihc, LS 7/10/11

| 1. Per record review on 5/12/41, Resident #1 had (2Llecr +ha deat belt appncatren.
returned from 2 hospitalization requiring the

y X
assistance of 2 staff for all transters / maobility Tkerns Sush ‘: df:_‘"' i :tj"f: e
‘ both in and out of bed, The Resident Assessmant and die hary 0 are L ‘Z. ,
Instrumant (RAI) was last updated on 4/11/11to (i ovur Memp book Se aL{sHaf
indicate this new need. The resident also required (2ceived He (mmonicarien, as
physical therapy for stt;engthening 4 rehabilitation Ho StafF dors N7 read She Cate
following return from the hospital, The plan of n everdd e y
care. signed by the RN on 7/2/10, was not revised P,":' everd sy ﬁ:f" " ”"‘."‘f'}
to indicate these new care needs, During Cha ? }”m ¢roal Cf”‘.‘""”’“ *s
interview on 5/13/11 at 7:35 AM, the RN at SHFFchanges New 3hift o
confirmed that the RAI indicated new mobliity and Regorr form well Aelp Al St
care needs and that the plan of care was not 4o have @ Mo accarate accoun
updated to include this new information for daily oF what eath Shif4t Ags done . |
caregivers, ()¢e Core @(Cm mdud.eé) :
) |
2. Per obsarvation on the mormning of $/13/11, Care plan has been re\/!eusec\ '
| Resident #4 was seated in a wheelchalr wearing Wg,,?wx seu‘FP A vesclnt
a seat belt, Par record review, there was ne e o be reviewed |
indication of the use of this seatbelt or wheelchair Guse plans are <ta i
| on the plan of care. The record also indicated a mﬂ»ﬁ- L—.»g au , Hhe {
' physlcian onder to assure a dally fluid intake of at oY are cerpen L1e 7o Keep '
least 1.6 liters and to add extra sait to the > turrenT v
' resident's dally diet, During Interview that morning Care plabs and soe
+ at 9:50 AM, a staff member confirmaed that the /fpaam”-a"’; p/ed@d fr -
' plan of care (signed by the RN on 8/7/10) did nat wdg msntor AL ¢ pan
; include infarmation / instruction to staff regarding Qetaracy ans 70 Ver Leah on
! :jhe use of @ wheelchair and seat belt or special m onth («/ rr dwt/ (e} : -
' dletary instruction regarding fluids and extra . -
\ sodi ' R%s poc mg:a& wsln :
'. sodium requirements. kS 0y O\ £ \ PN |
R147. V. RESIDENT CARE AND HOME SERVICES jia7  [The 6T PRN Standingorders are
SS=E e ones we have & o for mere
Jhan Sixyears nsw, o0 Prvias
5.9.c(4) Surveys, i+ has Never been Commun
o us that ranging Jhote meds
Maintain a currant list for review by staff and wWa s MoT allcosed and they havé
physiclan of all residents’ medications. The list a5 bea ioprom by +ha.
shall include: resident's name; medications; date Chd'sicians, MosT sl call
ivision of Licensing and Protection N

STATE FORM 000 uuBG11 If continumton aheat 4 of 14




PRINTED: 08/01/2011
FORM APPROVED
Division of Licensing and Protection
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
B. WING c
0593 06/02/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
E
OUR HOUSE OUTBACK ;ﬁﬁ&ﬁg‘z\\,{ﬂ;%f
X4 | SUMMARY STATEMENT OF DEFICIENCIES f D ’ PROVIDER'S PLAN OF CORRECTION T xs
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL . PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY-OR L SC IDENTIFYING INFORMATION) TAG CROSS-REFEREggE‘% nE?: g%E APPROPRIATE DATE
R147' Continued From page 4 R147 -Hbe ﬂf{ an (L'A'ﬂ b@fﬂ(& ﬁ’l\/irg @ﬂj/
o medCatiir Hhat 15 ranged an
medication ordered; dosage and frequency of oo & +he reasen for Giving +he
administration; and likely side effects to monitor, hr\ e&[ad'to' .
001 plan /5 {6 rewrde ouf;fﬂﬂa'ﬂﬁ f//%
, . . n ’ . ( ‘
_' Z;'s REQUIREMENT is not met as evidenced ord.ers for oTC PRV, remoing '
: @an (42
Based on record review and interview, the home L 6 ‘
failed to assure that physician ordered £od i
. medications contained specific dosages and Al MAR. have been correc 2
times for 4 of 4 residents in the survey sample and are Now and wll rema
(Resident #1, Resident #2, Resident #3 and m Cmpliance. Al med Certrhred
. Resident #4). Findings include: ’ . -
) J SaFF are w‘rgoFfiﬁ‘J/“}’o""
1. Per record review on 5/13/11, Residents #1 and ex Peda)"uns .
through #3 had physician signed standing orders - . g Fhe
with multiple examples of ranges of dose and / or MAR wWeed be mon d é/ .
times. Examples include: Acetaminophen 325 mg RPN AT accuracy and 5"}1’/'4’74‘3‘ '
(milligrams) PO (orally) Q (every) 4-6 {sic. hours} ; ,,,,0,,}7‘9,»
for pain or fever, Extra strength Acetaminophen 1 ﬂf‘f—';‘;ﬂ?ﬁ'ﬂﬁf/’; ,"uff, PR
or 2 tabs Q 4 hours for general discomfort / & 7 ;
Malaise, Ibuprofen 200mg 1-2 tabs PO Q 46 | Change ocelr.
{sic. hours} PRN for pain, Liquid Antacid 2-4 tbsp
(tablespoons) PO PRN between meals and / or at ‘ R4 eoC \ \ed wlzsln
" bedtime for indigestion. During interview on Qj,mmmap.ﬂ
5/13/11 the RN {Registered Nurse) confirmed
that all 'house' standing orders contain range of
times / doses.
2. Per record review on 5/13/11, Resident #4
was administered a 'basic supp' on 4/5/11 and on
| 4/28/11. Also given per MAR (Medication
Administration Record) was Tylenol on 4/16/11
and on 4/29/11. Neither of these orders,
handwritten on the MAR, contained dose,
' frequency, or reason for administration. During
! interview that afternoon, a staff member
confirmed that these medications were on the
| MAR, that the MAR indicated they had been
- administered, and that no dose, frequency, or
reason for administration was included in the

Division of Licensing and Protection
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1 5.10 Medication Management

5.10.d If a resident requires medication
administration, unlicensed staff may administer
medications under the following conditions:

' (5) Staff other than a nurse may administer PRN
i psychoactive medications only when the home

has a written plan for the use of the PRN
medication which: describes the specific
behaviors the medication is intended to correct or
address; specifies the circumstances that
indicate the use of the medication; educates the
staff about what desired effects or undesired side
effects the staff must monitor for; and documents
the time of, reason for and specific results of the
medication use.

This REQUIREMENT is not met as evidenced
by:

Based on record review and interview, the home
failed to assure that 1 applicable resident in the

i survey sample {Resident #3) had a behavioral
i plan to direct the use of PRN (as needed)

psychoactive medication. Findings include:

1. Per record review on 5/13/11, Resident #3
receives Seroquel 25 mg (milligrams) Q (every) 6
hours PRN for Agitation. There was nc behavioral
plan in the record to direct unlicensed, medication
delegated staff regarding the proper use of this

: medication. During interview that afternoon, the

Manager confirmed that there is no behavior plan
for this medication for Resident #3.

x40 | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
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R147 | Continued From page &5 R147
i transcription.
R167| V. RESIDENT CARE AND HOME SERVICES | R167
S§S=D

“This was dn overjiﬁhf'—fﬁz&
has Sice been (eetrfred -

Al bohavror (plans are

for gecuracy by the
and hovse manager o £ 235
b({ Cede hasis.
heh )‘,4(4'7 ‘rzwf’u)‘ w
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R171| Continued From page 6 R171
R1711 V. RESIDENT CARE AND HOME SERVICES R171
§8=D
~5.10 Medication Management PQWDU-S{\( U(Fﬂ”w‘) Q/dapr
: 5.10.g Homes must establish procedures for ()f’ adc{u@ Mew /hec/ C’eﬁ%ﬁec} 'i é/{O/l(
documentation sufficient to indicate to the : » ’
physician, registered nurse, certified manager or StabF /\‘is éx@” re‘S@N'e’d )
representatives of the licensing agency that the -
medication regimen as ordered is appropriate RN wdl add pew mem ber ‘/”

- and effective. At a minimum, this shall include:

: the home;
~(3) All PRN medications administered, including

. medications, a record of monitoring for side
 effects.

. delegated staff properly documented PRN (as
needed) medications administered to 2 applicable

. 1. Per review of the home's delegation list (Med
1 Certification List) on 5/12/11, two staff persons

(1) Documentation that medications were
administered as ordered;

(2) Allinstances of refusal of medications,
including the reason why and the actions taken by

the date, time, reason for giving the medication,
and the effect;

{4) A current list of who is administering
medications to residents, inciuding staff to whom
a nurse has delegated administration; and

(5) For residents receiving psychoactive

{6) Allincidents of medication errors.

This REQUIREMENT is not met as evidenced
by:

Based on record review and interview, the home
failed to maintain a current list of delegated staff
administering medications and to assure that

residents in the survey sample (Resident #1 and
Resident #3). Findings include:

R oL acsepled tlzshy

e muster hsr at Hotme
of Cerbhicatrion Gnd Gmmonat,

C)Lm\@c/ 1o Huse manager.

"
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R171| Continued From page 7 R171 m RN and owrer have and
identified as giving medications were not included it Continae +o (evrew
on the most recent certification list. During Survesy resvits weth atl 7// //
interview on 5/12/11 at 3:10 PM, the Owner / d Cerhbed Staff Al ar
Manager confirmed that 2 staff currently giving me ! Coyiovsness
medication were not on the 'Med Certification @vdare oF +he deyrovsness
List'. oF accu rate @mmm{n{—mn
' 16 NS
2. Per record review on 5/13/11, Resident #3 had o0 Al medicabrens.
an order for 'Seroquel 25 mg (milligrams) 1 tablet |
PO (orally) Q (every) 6 hr agitation PRN (as . ’ R on &
needed) and was administered this medication R ol Mon-‘hr r d
- multiple times daily from 5/1/11 to the present. monthly basis 6F a5 oraers
There was no documented reason for this d
medication administration nor was the effect Change, for gecaracy @
- noted following any administration except on Cpmpl,'d,,c e.
5/3/11 at 4:00 AM. During interview that .
afternoon, the Manager confirmed that this Hou se Mmanager wd du.aJ
' medication was administered per the MAR Veﬁ' M.AQ . gt least
(Medication Administration Record) and that the ' ancé>
MAR did not indicate either the reason for or mcn‘#hl&‘ of as Ch "q
| results of this PRN medication administration on bcen s )
any occasion except 5/3/11 at 4:00 AM. News i modules have
3. Per record review on 5/12/11, the Medication beem Mof Grd el be
Administration Record (MAR) indicated that o 2 vsher and
' Resident #1 received oral Acetaminophen on 9 Whiized as a [ b ortiBied
i occasions from 4/6/11 through 4/22/11. Staff did tester for al med
not appropriately complete the MAR either S‘I’afﬁ s
indicating the administration of the medication on
_the front page and / or did not indicate the @\"l\ 00 ac&ep\—dl ‘\\uh‘
number of tablets / dosage and / or did not
indicate the effectiveness of the medication. Q\O’(N»wj 0\\\ W
During interview on the morning of 5/13/11, the
RN confirmed that the MAR was incomplete.
R179 V. RESIDENT CARE AND HOME SERVICES R179
SS=E
5.11 Staff Services
|
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providing any direct care to residents. There
shall be at least twelve (12) hours of training each
: year for each staff person providing direct care to
residents. The training must include, but is not
limited to, the following:

(1) Rasident rights;

(2) Fire safety and emergency evacuation;

. (3) Resident emergency response procedures,
such as the Heimiich maneuver, accidents, police

OUR HOUSE OUTBACK RUTLAND VT 08701
X410 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
FREFIX | (BACH DEFICIENCY MUST BE PRECEDED BY FULI. PREFIX (EACH CORRECTIVE ACTION SKOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG |  CROSSREFERENGED TO g;l)e APPROPRIATE DATE
R179| Continued From page 8 R179 . .
5.11.0 The home must ensure that staff - e”“& minude oFaveryday 15 &
demonstrate competency in the skilis and day for on e oh -(m}mhc) ard
techniques they are expected to perform before "\ : 9 ; ~

Ghot wdl hever Change as it
woold Hrely be impos&ble‘ki_
+eoch gach and avery chnano
A @ class om SeHhrg:
ddm cbhed Iy Service “mlmrﬁ
has Glwass been & chalkercg,

|\ facefore with Ao Verba) Ok
he Corveyer al @ previous

'@/7///

or ambulance contact and first aid; use
(4) Policies and procedures regarding mandatory InspecHen, ot @ siskr hoase, :
reports of abuse, neglect and exploitation; we have ympleme nded &
{5) Raspactfu!l and effective Interaction with P manual for werkK

: residents; : writeen . .

 (8) Infection control measures, including but not Study - Comple +¢ ”"'H_" L
fimited to, handwashing, handling of linens, “rarning In and Wrnern
maintaining clean environments, blood borne Slls Fests Gt ool
pathogens and universal precautions; and b taned For 2ath
(7) General supervision and care of residents. Sﬁa ‘g}“‘r”‘w L .

- m .

! This REQUIREMENT s not met as.evidenced o :

- by: £t STREF rrterviewed ;
Based on record review and interview, 4 of 4 d lbun empioy ed r !
employees did not have either required annual has ¢ : +Hme ofF
training components or 12 hours of total annual months & ' i
training. Additionally, 3 of 5 staff indicated they Q,;ru»‘ ’
had recsived no training regarding abuse / w da nd
neglect reporting requirements. Findings include: we hCW € fgggiﬂ(

o N .

1. Per record review on 5/13/11, no staff member eX o ld ?“m ~jhe <3 .
in the survey sample had completed the required Sh . . —ffd il A‘B Ses S1ons

| annual training on 'Respectful Effective mte '_’Mﬁ 8o Y 4

| Communication’ and 3 of 4 staff had not hopsny Fhs wet promp

- completed the annual required 'Fire Safety' v Flicipatsen

training. 2 of 4 staff had not completed 12 hours be-*“"‘--" Pl f F

i of total annual training. During interview that

Bivision of Licensing and Pratection
STATE FORM €008 UUBG11 Ir continuation sheet 8 of 14
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5.12.5.(4)

The results of the criminal record and adult abuse

_registry checks for all staff.

This REQUIREMENT is not met as evidenced
by:

Based on record review and interview, the home
did not have the resuits of all criminal background
checks for 1 applicable staff member in the

‘survey sample. Findings include:

1. Per record review on 5/13/11, one employee
re=hired within the past year had no results of a

: ¢riminal background check. During interview that

xHD | SUMMARY STATEMENT OF DEFICIENCIES b -
PREFIX | (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE : °°MP,L§TE
™6 REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TC THE APPROPRIATE DA
~ DEFICIENCY)
R179| Continued From page 9 ri7e |2) e Pf..“"'ﬁ“)'% ‘3’"” a’;;:'ei":d,
1t
afternoon, the Owner / Manager confirmed that especra uj < ey — Rasiestl
these employee records did not indicate all or e’"‘f/ " "ge' A de % m"
required training and / or hours. wd dra iy StafF-hat asde (
’ an gbvious Srhulatron o Cat
2. Per unlicensed staff interviews on 5/12/11, romedvae help (911 )Hheyare
| 5/13/11, 6/24/11, and 5/26/11, 4 of 4 staff stated Jo ContadT The mMandges, Owners
that they had received no training and had no ) K bon 2 Case
familfarity with written policy and procedure of RW for mstruchon on €<
emargency response for accldents or injuries. by Chse hasis . : g// /”
During interview on 5/26/11 at 1:30 PM, the .
Licensee confirmed that the home has no written pil fohcys and Frecedu ”‘n:’m 4:0
. poliey and procedure directing staff in emergency keen gpproved by DATL and. 4
protocols regarding injuries or accldents. have never Contdined @ wrrtien
ﬁb/icy ar Froctdure, E'mt.’f‘i"—"}“‘/ i,
3. Per uynlicensed staff interviews on 5/12/11, (esponse For accidents ar 1NN
5/24/11, and 5/26/11, 3 of 5 staff denied ey W Ar pm.izn*h/ :m&lm’én‘b{-)
awareness of /or training regarding reporting il Jhg help of our M we eF
requirements for suspicion of abuse / neglect. No one wrt 0 he help
staff member interviewed was able to indicate the resource.
mandated timeframe for reporting suspected 5) nil Stbh arg Shount where Fhe 8#) ‘U
abuse / neglect. Do ter pv/:ci/ rasiarding “(eppchis
oF Svspected obdse and negleer ©
sr;L%o V. RESIDENT CARE AND HOME SERVICES R190 15 lamincded and posted onbhe,

wosl , Al ar exgected Yo Rrow .
where Hus (eferance (& dnd
how o \derpet TS acpecadiems
—his @iew w\ be gdded Ho
bo¢ Orremta b o cradihisT So
‘ot a $:qr;ﬁ-'\‘u.reprwﬁ-\ ‘“\D}\'
we hawe qone over S wt

each of Hom-

WL QVE Boev g i
N Cl‘é‘&.«}mb‘ o "?‘"_‘ R(a-t? :
Lt o gerles (i;jw[bj‘ -
o den ,"’U.w'i'e‘ina{'t’?“;zl:l-.\.? i
SUR fﬂu‘l o Stare Céttwnfza .

3y, an i’.d“?“fﬁﬁ'i\ﬂ
e¢ handboie |
e % =5

b
5
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{
R180} Continued From page 10 | Resa Thes was an oRre qht or & /I /”
. - 4 c-
anemioon, the Owner | Manager confirmed thet |Compudter. RO we T, 7
the record did nat contain the results of the very dhligenT O i€y l'
| Vermont Criminat Information Gentar (VCIC) m)r_%mun& s, @ven ofF. our
| check for 1 amployas in the survey sample. Ghodent em P ’M‘ ces ho onl.s‘
1 . w-"'/_" r
Rie4| v. RESIDENT CARE AND HOME SERVICES | R154 pm(k @ fews morths a4 4o/
§5=0 e ol Ceatinee Jo Chade @i
| { o ooz Panclegroomts POL_cyy
6.14 Restrains | de_hwi ) Qobwg\fﬁ ‘}Zﬁw
6.14.0 Mechanical restraints mey be used only In —this ﬂ‘-““_"‘m’ has beu>y P2 |
) a;lh emergem;\y o pmgem |nLuq Wa resldemm :r dementha, hu Hos qood roneiTs
i others and shall not be used as an on-going form
of trestment. The use of a mechanical restraint @nd NOT S0 ﬁ”'m‘ mamenT -
shall constitute nureing care. A, Seadkete .,_:‘, only his
S . , Sofety , 1+ 13 axpechd +ot
‘.I:{"ls REQUIREMENT ls not met 3s w:derlced Gho§F Lsibr hiee woih s
Based an obsarvation and intarview, applicable Seatoett when necessary,
resident |n Me survey sample was In A and hat, 63 weth edvy ﬁ-t.c_im'r
mechanical restraint, Findinge include: N oF h.m < SPPI') :‘:
1. Per ohservation on the moming of 5/13/11, am| ane plau: 15 i
| Regident #4 was seated in a wheelchalr wearing e ' of 4w heors.
A g (mamuarn
| a seat balt, The resident was able to seit propel In \ : ,
. {fve whesichalr but wag uriebie to releasa the ‘ Shis 6 net a (estrar o7 )
velcra balt when requasted to do so. Per record o, Safeh device 45 ordered
review, a physician order authorizing ihe use of g N eded oy Hhe Py £018N
saatbalt dated 1/3/11 stated ‘approval for seat of mie q 4 Lo B
belt for wheelchglr, keeps sliding out butno and Q:G.psﬂd by s laipe .
Ingtruction regarding this uge was provided. gorc has beed adwised d;-#\o_ ? il
Durirg Interview at 8:50 AM on 5713111, the staft P qaicien o corns , he S edihag
person [n charge confirmed that tha resident had - | Sarveors / Compheance.
an arder for the seatbalt, (et thé resident was s reiows Draess = Y
| capable of ambufation, was at riak of falling, eand oW M Mmmlnm ‘
' was unable 1o releasa the balt aa requested at T e ST s Sorbei ‘
that time, !
| secthet| 131[1
. _ sident Can re]4s e
Eﬁm Ao wants, we wll be frackmy
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R208, Continued From page 11 Rz208
R208| V, RESIDENT CARE AND HOME SERVICES R208 . .
$S=D o8 we are & Specal Qs unt ool
5.18 Reporting of Abuse, Neglect or Exploitation de"\& ¢ Pepple with dermen ba, | €
5.18.¢ Incidents involving resident-to-resident Hese peogte oo net mzrj'm“‘@
abuse must be reported to the licensing agency if - Haoretore Hhe
a resident alleges abuse, sexual abuse, orif an "\w’*f'ma}\ DH‘Q"I -
injury requiring physician intervention results, or if word Abuse v BOr oD
there is a pattern of abusive behavior. All ¢ o Ariate o howexey
resident-to-resident incidents, even minor ones, L‘f‘ nagx. e S) +'l° S ondedoss
must be recorded in the resident's record. tn Ygspecr 9(3+M tats 1
Families or legal representatives must be notified ;Mer th{, 0N, ot wll be .
and a plan must be developed to deal with the Crerent! T s
behaviors hard led ditlereatly .
| | | Sduation ever aruses apRn -
This REQUIREMENT is not met as evidenced ( b
by onr B ([ after Speakins
Based on interview and record review, the Res den ¢ Wil ad Dhysic@n )
licensee failed to report a resident to resident with his wrre P4
altercation resulting in an injury. Findings include: WS 4ransferind +° o
| N ' hos‘;‘[f‘a_.) m MA‘
! 1. Per record review on 5/13/11, Resident #1 was Gert P’?‘h - hoors
- verbally and physically assaulted by Resident #2 For evol. withip 4 g he
: on 4/6/11 with a resulting fracture. The home sent et where he
no report of this incident to the Licensing Agency. of Hhe nGoer
Resident #1's family was notified only that the SP o QW(OX‘”'*ih'—-L"{ twos Wa_ekj
resident had fallen and not that this fall was the d o us on Coonfor
result of Resident #2's actions. During interview aas Ceturne i
on 5/13/11, the Licensee confirmed that this Gare Grel died Hwo days
incident had occurred, that Resident #1's family v
had not been notified of the full circumstances of la: . 4
the fall with injury, and that the Licensing Agency - N\)Q beern reviewe
was not notified, | ‘
ordh RN S, Mgrs ar\‘T
. . : Q.
R247| VII. NUTRITION AND FOOD SERVICES R247 StafF +o assoce Cmplance -
SS=F
Row foc aceghed 2o\l
7.2 Food Safety and Sanitation C,Larmag\QN\ Prnesrarn
Division of LI‘censIng and Protectlon '
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R247| Continued From page 12 R247 mon"i'm L e ob Hernperatue t
7.2.b All perishable food and drink shall be Gre dene tootmely by one of
jabeled, dated and helg at proper temperatures: < "
(1) At or below 40 degrees Fahrenheit. (2) Ator \”“’} pwrers ~Ho hh#;\m Jore.
above 140 degrees Fahrenhelt when served or 18 Wad K ~+hrough ha ~t\)tST' b/). /“
heated prior to service. bzen done ot <4 ime oF
This REQUIREMENT is not met as evidenced Jho Sorvey: We were
by. ’ qrha,‘\' & mondoria
Based on observation, record raview and Unauoare 25 4o be mamt :"A
" interview, the home failed to assure regular @pocT W mameare \
temperature monitoring of food storage iy Hwe home as-Hu 1 alation:
equipment. Findings include: do NoT Shute %a:l-/ ¢ have
: 1. Per observation and record review during the we been +oitd Hhat +ha,
“initial environmantal tour, there were no Past A Flow sheet w0
| documents indicating regular monitoring of & : o
refrigerator and a freezer in the food storage Created and pre ée"“i
area. During interview with the home's Manager e S OrveNp Y prwr fo bev |
at the time of the tour, there is no system in place degartore - i
to regularly monitor the temperatures of these §er ;
. appllances used for resident food storage. Rauk oL au»e?\a\ l\\LB\!\
. vosas RN
R251] Vil NUTRITION AND FOOD SERVICES Ros1 | Clavansey
§S=C . .o
s 15 @ Secured, L\ (5/2 )
7.3 Food Storage and Equipment Ao 4 ned S&of&%«zc b&t _
i 7.3.a All food and drink shall be stored so as to Both —fhe (Po‘hﬁdb-‘ and tha |
protect from dust, Insects, rodents, overhead 4 dew b e
leakage, unnecassary handling and ail other Case oF Sobt drimks X
sources of contamination, n Soaled Padtaﬁm“g a5
' This REQUIREMENT is not met as evidenced Feceed #F:om ~H~ So l’/_’{"‘” .
by: ‘ e e Man 1ol .
Based on observation and interview, the home %‘”ﬁa ve § & ' M {
failed to assure that all foods were protected from Jhat ey wire >a { i
contamination, Findings include: Oodocrs were moved e !
1. Per observaticn during the initial gnd ove {2'“’”;“\1 1S Now pla ced |
- environmental tour on 5/12/11, a full 50 pound an & shelf . ‘
Division of Licensing and Protection
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R251 | Continued From page 13 R251

bag of potatoes and 8 two liter bottles of soft drink
were stored on the floor of the storage closet,
This abservation was confirmed by the Manager
at 9:40 AM.
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